uch time and effort is devoted to persuading the public to take up the offer of vaccination, as exemplifi ed by the website at http:// www.immunisation.nhs.uk. Efforts are aimed at provision of infl uenza and pneumococcal vaccines in those over 65 and in certain risk groups ( Department of Health (DH), 2009) , and the parents of children in regard to the national childhood programme, particularly the combined measles, mumps and rubella (MMR) vaccine following scares related to the suggestion that it is a cause of autism. Many of the reasons for refusal of vaccination (one of the safest and most cost-effective of healthcare interventions) are related to misconceptions and misinformation.
It might be assumed that healthcare workers with their training and expertise would be better placed to make a balanced judgment and be willing to accept vaccination to protect not only themselves but also their patients. Recent interest has focused on infl uenza ( DH, 2009 ) and MMR vaccines ( Salisbury, 2008 ) . Reviews and guidelines highlight the role of healthcare workers in spreading infl uenza to patients ( National Foundation for Infectious Diseases, 2004 ; Fiore et al, 2008 ) . Measles in healthcare workers also presents a serious risk to immunocompromised patients ( Salisbury, 2008 ) .
Sadly international experience suggests that healthcare workers are no better, if not worse, than the general public in accepting vaccination. Coverage of the target groups for annual infl uenza vaccine among the general public in England is regularly over 70% ( DH, 2009 ), yet in healthcare workers it is unusual to have coverage of more than 20 % ( DH, 2008 ). Locally, uptake among staff in hospitals is similar to the national average in spite of some heroic attempts to increase coverage with multiple clinics and occupational health nurses literally chasing healthcare workers on wards and other clinical areas. In addition uptake is greatest among administrative and support workers rather than the frontline clinical staff who are most likely to spread infection to patients. Annual monitoring does not suggest very much improvement with time.
The latest threat is measles with some well publicised outbreaks among unvaccinated populations. Measles has a high complication rate and may kill those who are severely immunocompromised. Hospital admission of cases is not unusual. Infected individuals pose a risk to healthcare workers themselves ( Atkinson et al, 1991 ) . However, the idea that MMR is dangerous is now hard to dispel and is made worse by some of those offering vaccination voicing uncertainty themselves. Unfortunately it has required exposure incidents in hospital to provide the necessary wake-up call to expedite the completion of staff immunisation programmes. An urgent dialogue is needed between primary care trust commissioners, infection control and occupational health teams over a timetable to complete the identifi cation and immunisation of staff who do not have pre-existing evidence of immunity to measles or a history of having had two doses of the MMR vaccine. There also needs to be a clear process for dealing with staff who refuse vaccination or who demand antibody testing before accepting vaccination (which may not always detect those who are immune and in any case delays vaccination). However diffi cult this issue is to confront there is no justifi cation for allowing healthcare workers to put patients at unnecesary risk. In our view the process needs to be performance-managed as in any other area of clinical risk, with reports regularly presented at hospital infection control/clinical governance meetings. Apart from putting healthcare workers and their patients at risk, poor uptake by healthcare workers is at odds with the message from the NHS that vaccination is a good thing ( http://www.immunisation.nhs.uk ). It is time to ask some searching questions about why this is happening and how those in infection prevention can change attitudes. There has been a strong drive to improve clinical practice, particularly handwashing, and to clean the environment in hospitals and other healthcare premises, but vaccination is rarely mentioned as an important component of an infection control strategy. In our experience vaccination is seen as a function for primary care which is somehow outside the province of those working in hospitals. Staff are happy to administer controlled drugs, yet feel uneasy about giving a vaccine. As the US National Foundation for Infectious Diseases pointed out, "Healthcare organizations must also recognize the role of health care worker vaccination as an important infection control and patient safety issue" ( NFID, 2004 ) There are many barriers to better vaccination coverage. A good vaccination programme includes access to services, yet many large NHS trusts are served by one occupational health nurse, and often there is no occupational health doctor present on site for more than a few sessions per week. This limits the time available to provide vaccinations and in particular the time required to answer questions and allay fears. Recent discussions locally have also highlighted the lack of any plans for mass vaccination of staff in an emergency (for example following contact of susceptible staff with a case of measles).
Misconceptions abound, such as the view that vaccination will make the recipient ill enough to require time off work (which is very rare), or that it will cause the disease the vaccine is meant to prevent. Providing information and education can help to change these ideas. The training of those in infection prevention often has little if any mention of vaccinations other than hepatitis B. All those working in this area should be familiar with the 'Green book' ( DH, 2006 ) , should know how to access it on the Department of Health's website, and should be prepared to include consideration of vaccination as a preventive and outbreak control strategy. In our view infection control policies should include sections on staff vaccination in general, not just hepatitis B. Infection control training sessions should include discussion of what vaccines are required for staff and why.
Another important component that is often lacking is strong leadership and management support. The concept that an effective staff vaccination programme can help achieve targets in other areas by preventing outbreaks and bed closures, avoiding staff absence as a result of contact with infectious diseases, and preventing unnecessary illness in both staff and patients is rarely discussed. Those in infection prevention are ideally placed to provide the leadership and educate managements about the need for a major change in attitudes to healthcare worker vaccination. Evidence of protection against other infectious diseases as well as hepatitis B should be seen as a must do, not an add on. Essex Health Protection Unit, 8 Collingwood Road, Witham, Essex CM8 2TT Email: sally.millership@ntlworld.com 
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